This paper considers some of the complications of ptosis surgery and how they can be corrected. The commonest complication is an unsatisfactory and asymmetrical lid level.
Undercorrection can only be rectified by reoperation. There are many ways of deciding which operation to do and by how much the lid should be raised for any particular case of ptosis. These depend on a combination of the diagnosis, preoperative assessment, and findings at operation (Beard 1976) and will not be discussed here. An undercorrected ptosis should be evaluated in the same way as an unoperated eyelid.
Overcorrection may cause an exposure keratitis. The lid can be lowered by removal of sutures in the first few postoperative days if the conjunctival approach has been used. If this does not lower the lid margin sufficiently, downward massage is started. This is regulated first to get the lid to the required level and then to keep it there. If the lid remains high, and particularly if the surgical technique does not allow for early suture removal, the operative site can be stretched. This is achieved by doubly everting the eyelid over a Desmarres lid retractor and forcibly pulling on the eyelid. It is most effective during the second postoperative week and can be repeated as required. If the overcorrection is still present two weeks or more postoperatively, these simple procedures are unlikely to be effective and a tarsotomy, levator recession, or scleral graft will be required. A tarsotomy will lower the lid by up to 2 mm. Under local anaesthesia the eyelid is everted over a Desmarres retractor and an incision is made through the tarsus about 1 mm from its upper edge. This incision is deepened until the tarsal tissues separate by twice the amount of the desired correction. The lid is then put on traction with a reverse Frost suture taped to the cheek for 2-4 days. If a greater correction is required, the incision is deepened to cut the levator. The upper tarsal border and levator are then recessed and sutured to the preseptal muscle with a continuous 6-0 plain catgut suture. Such a levator recession can lower the lid by about 3 mm. A greater degree of overcorrection will require a scleral graft. The conjunctiva is separated from the upper eyelid retractors. The levator is then incised from the tarsus and a piece of donor sclera about twice as large as the desired correction is sutured to the cut levator. The conjunctiva and lower free edge of the sclera are then sutured to the upper tarsal border with a continuous catgut suture and the lid put on traction.
Asymmetry is one of the main reasons why a patient with ptosis comes to a surgeon. It is important to realize that raising a ptotic eyelid to an acceptable level in the primary position of gaze may accentuate the eyelid asymmetry in other positions of gaze. Thus a child with a severe unilateral congenital ptosis may appear almost symmetrical on down-gaze preoperatively. A unilateral brow suspension may make him symmetrical in the primary position but on downgaze the lid will not follow the globe. This results in an unacceptable degree of unilateral lid lag and asymmetry. A better result is obtained by doing a bilateral brow suspension procedure which prevents this asymmetry. With a severe Marcus Gunn 'jaw-winking' ptosis the most symmetrical result is obtained by destroying both the normal and abnormal lid movements by excising the levator on both sides followed by a bilateral brow suspension procedure.
Loss of the lid crease or an asymmetrical lid crease is a complication which can be avoided if the position of the required crease is marked on the skin preoperatively. At operation the skin crease should be created with sutures which tether the skin to the underlying levator muscle. If the skin crease has not been successfully reformed postoperatively, double-armed sutures should be passed from the upper border of the tarsus through the lid and tied tightly in the prospective skin crease to cause fibrosis.
Entropion can occur if the anterior lid lamella of skin and orbicularis is too long relative to the posterior lamella, and if the skin is not deeply attached to form a skin crease. This is treated by shortening the anterior lamella by excising a spindle of skin above the incision. The skin below the incision is then undermined, advanced upwards on the tarsus, and held at the desired level with three or four fine chronic catgut sutures which evert the lashes.
Ectropion can occur if the anterior lid lamella is shortened too much or if the skin crease is created too high. It may also follow a posterior approach operation if the sutures are brought out close.to the lashes and tied too tightly. The skin below the incision should be undermined, recessed on the tarsus, and sutured at a lower level conversely to an entropion correction.
Loss of eye lashes may follow any ptosis procedure if the lower skin flap is undermined too far and the lash follicles are damaged. If this occurs a lash graft taken from the brow may be attempted. However, prevention is better than cure and any dissection of the lower skin flap should stop when the lash follicles are barely visible.
Excess skin may marr an otherwise good result. It is important to note any preoperative compensatory overaction of the frontalis muscle. If this is of long standing, the lid skin may be considerably stretched and consequently a surprisingly large skin excision may be required when the ptosis is corrected.
Conjunctival prolapse occasionally occurs due to postoperative oedema. If it cannot be replaced with a squint hook, it can be treated expectantly and kept moist with an antibiotic ointment. Alternatively, it can be held in place with double-armed sutures passed from the conjunctival fornix and tied on the eyelid skin. If resistant to these forms of treatment, the prolapsed tissue can be simply excised at the lid margin.
Infection may occur after any operation. If a nonabsorbable material has been used for a brow-suspension procedure, it should be removed. With autogenous fascia lata the infection usually settles on systemic antibiotics and the result may still be satisfactory.
Haemorrhage may similarly occur after any operation. It is usually anterior and not a risk to vision but any haematoma may loosen sutures and affect the final lid level and contour.
Summary
The avoidable complications of ptosis surgery will be reduced by making the correct diagnosis and by doing a suitable operation properly. It is easy to overcorrect an acquired ptosis and to undercorrect a congenital ptosis. This mainly happens if an inaccurate diagnosis and assessment is made or an unsuitable procedure is tried. If the ptosis is undercorrected reoperation is required. With a congenital ptosis it is better to err on the side of overcorrection as this is relatively simple to correct. It is important to use a procedure that will leave the patient with as symmetrical a result as possible in all positions of gaze.
